Participants were 390 students (221 boys, 169 girls; mean age 17.1 years, SD 1.1; range 15 to 20 years). They were drawn from a random sample of 14 classes from 3 secondary and grammar schools in the departments of Haute-Garonne and Pyrénées-Orientales, France. Participants completed a questionnaire assessing the frequency and preferred method of cannabis use. We assessed cannabis dependence according to DSM-IV criteria (1), using a self-report questionnaire derived from the Mini International Neuropsychiatric Interview (MINI) (2) . This questionnaire comprised 7 items corresponding to DSM-IV criteria for substance dependence. Participants received a diagnosis of cannabis dependence if they met 3 or more of the 7 DSM-IV criteria. The questionnaire validity had been assessed in a preliminary study (n = 23 adolescents). In the preliminary study, the questionnaire was followed after 8 to 15 days by a clinical interview that employed the MINI module for assessing substance dependence. Agreement between the questionnaire and the interview for the diagnosis of cannabis dependence was evaluated with Cohen's kappa coefficient, which was judged satisfactory at 0.79. Cronbach's alpha coefficient of this questionnaire was 0.76.
Of the 390 participants, 55% were cannabis users (n = 214); of the girls, 43.8% were cannabis users; of the boys, 63% were cannabis users. Reported frequency of use was as follows: 41% used cannabis less than once monthly but at least once in the last 3 months, 17.9% used cannabis 2 to 3 times monthly, 26.8% used cannabis once or more than once weekly, and 14.3% used cannabis once or more than once daily. The preferred methods of use were joint (49.5%), bong (33.5%), ingestion (8.5%), and pipe (4.5%).
Of users, 43.7% met the criteria for cannabis dependence. There were no significant differences between boys and girls for the frequencies of cannabis use, for the preferred method of use, or for dependence. The rate of cannabis dependence among bong users was significantly higher than among joint users (54.4% vs 25%, P = 0.0002).
The link between bong use and cannabis dependence may reflect the fact that bong use contributes to dependence and (or) that dependence leads to using stronger methods, such as bongs.
Henri Chabrol, MD, PhD Charlotte Roura, MA Jennifer Armitage, MA Toulouse, France
Obsessive-Compulsive Symptoms in Schizophrenia Induced by Risperidone and Responding to Fluoxetine

Dear Editor:
Risperidone has been reported to induce or exacerbate obsessive-compulsive symptoms in schizophrenia patients (1) but may also be efficacious as an augmentation strategy in refractory obsessive-compulsive disorder (OCD) (2) . Atypical antipsychotics such as risperidone may induce OC symptoms at low dosages, owing to high 5-HT 2 -D 2 antagonism, whereas they may improve OC symptoms at high dosages, owing to high D 2 antagonism (3). For instance, a patient with bipolar disorder was reported to present OC symptoms with low-dosage risperidone; however, these symptoms reversed at higher dosages, suggesting an inverse dosage-response relation (3) . We report the case of a schizophrenia patient without a history of obsessions or compulsions who developed risperidone-induced OC symptoms that responded to fluoxetine.
Case Report
Mr A, a 49-year-old married man, working full-time, has a 26-year history of chronic schizophrenia. His medical history revealed essential hypertension. He was stable on intramuscular (IM) haloperidol decanoate 270 to 350 mg given every 4 weeks for over 10 years. After he developed tardive dyskinesia, haloperidol decanoate was switched to risperidone 6 mg daily. His antihypertensive medications, taken for several years, remained constant. After 3 weeks of risperidone, he developed ideas of reference. Risperidone was increased to 8 mg daily. One week later, the ideas of reference took on delusional proportions and obsessional qualities. Risperidone was increased over the next 8 weeks to 12.5 mg daily. Valproic Acid was then started (for putative antipsychoticinduced therapeutic tolerance [4] ) and titrated to 1500 mg daily over 3 weeks. Six weeks after the risperidone increase to 12.5 mg daily, and 14 weeks after risperidone initiation, Mr A developed obsessional thinking. He described his obsessions as recurrent, intrusive "crazy thoughts of killing [his] wife" that occupied much of his time and generated anxiety. Fluoxetine 10 mg every 2 days was started. Over the next 4 weeks, the obsessions persisted without psychotic symptoms. Fluoxetine was increased to 10 mg daily, and 3 weeks later his obsessions completely resolved. Nine months after fluoxetine initiation, Mr A was stable on the same medication regimen.
The occurrence of OC symptoms in chronic schizophrenia ranges from 7.8% to 46.6% (5) . In this report, we suggest that the OC symptoms resolved through 2 possible mechanisms of fluoxetine: first, increased serotonin through 5-HT reuptake and, second, inhibited cytochorme P450 enzyme 2D6 (which would increase risperidone concentrations because risperidone is metabolized by 2D6). This last effect of fluoxetine would be in keeping with the inverse dosage-response relationship of risperidone; that is, at high dosages, D 2 antagonism improves OC symptoms (3). 
Lengthy Period of Incarceration as Personal Treatment Goal
Dear Editor: I present a highly atypical case of a young male forensic patient who perpetrated 2 serious criminal code offences to ensure a maximal prison sentence.
Case Report
An 18-year-old, single male with a high school education was referred for a court-ordered psychological assessment to determine his fitness to stand trial and criminal responsibility for 2 sequential armed bank robberies. These robberies were carefully planned and perpetrated on the same day for the purpose of attaining a lengthy period of incarceration (ideally, between 4 and 12 years, according to the patient). The patient believed that incarceration would allow him to lead a stress-free and "interesting" existence and to enjoy the free services provided by prisons, such as schooling and gym activities. No clinical evidence supported either his lack of fitness for trial or his candidacy for a defence of "not criminally responsible on account of mental disorder" (NCRMD), and he was subsequently convicted and sentenced by a judge to less than 2 years in a provincial jail.
Physical assessments (that is, computerized transaxial tomography, ECG, urinalysis, hematology, and clinical chemistry testing) yielded no findings that could account for the patient's behaviour. Collateral history revealed no prior contacts with the criminal justice system, no history of violence against either self or others, and a community perception of the patient as "a really good kid" and "the poster boy, baby sitting in the neighbourhood." However, the patient reported to the police that he had had "thoughts of harming and killing others" for as long as he could remember. He also reported to psychological examiners that he had experienced suicidal thoughts (for example, slashing or hanging) since age 4 years but had never made any attempts other than harmless self-injurious gestures. His overt mental status was unremarkable, although he verbally (and upon psychometric examination) endorsed every symptom of mental illness that was queried, while evidencing a dearth of remorse for the distress he had caused to both the victims of his crime and to his family. He expressed having negative feelings toward his family since age 6 years and currently wanting no contact with them; his parents held opposing perceptions regarding this issue.
Ample evidence of a malingered clinical presentation (1) was available. The patient articulately described continuous auditory hallucinations, although hallucinations are generally intermittent and usually (88%) associated with delusions (of which he displayed no evidence). The patient reported the presence of command hallucinations in stilted language (for example, voices telling him to exercise or walk), but the (usually) associated noncommand hallucinations (85%) and (or) delusions (75%) were absent. Although auditory hallucinations are most often (88%) perceived as originating outside the head, the patient stated the opposite. He displayed no evidence of distraction from voices during clinical interviews. Marked evasiveness was present; for example, the patient stated that it was "possible" that he was experiencing the various queried symptoms. Similarly, inconsistencies existed between patient-reported and clinically observed symptoms; for example, his concentration was good, although he reported that it was not. As he acquired knowledge, the patient also modified his personal history to agree with psychopathology indicators. However, psychotic provenances for such crimes as rape, robbery, and cheque forging have been found to be unusual. Finally, a psychometric examination with the Millon Clinical Multiaxial Inventory-III (MCMI-III) was consistent with malingering Both hallmark and numerous related symptoms of borderline personality disorder (2,3) were also present. These included intense anger, inability to tolerate even minimal levels of stress, obsession with controlling relationships and termination of relationships that became close, a farrago of psychotic-like and
